
7SS PROGRESS OF MEDICAL SCIENCE 

Venous Murmurs in Cirrhosis of the Liver.—Investigations by G. Catti 
(Ztsclir. f. klin. Med., 1907, lxi, 269) have shown that venous murmurs 
adible over and in the neighborhood of the spleen are relatively common 
in cirrhosis of the liver, occurring in one-fifth to one-sixth of all the eases; 
murmurs audible elsewhere, as in the epigastrium, near the xiphoid, 
above the umbilicus, etc., are very uncommon and are still unexplained. 
His first patient had hepatic cirrhosis to a marked degree; the veins 
about the umbilicus were somewhat dilated, those of the rest of the 
abdomen very markedly. The xiphoid, mammary, and inferior epi¬ 
gastric veins wrere markedly dilated and connected by a number of 
branches. Several centimeters to the left of the umbilicus the hand 
could feel an intense thrill, most marked over the left inferior epigastric 
vein; it was easily heard over the entire abdomen, but varied in intensity 
and character in different places. Compression of the left epigastric 
vein below the point of greatest intensity caused a disappearance of the 
murmur; below this point the vein was narrower than farther up. The 
murmur was evidently caused by the blood flowing suddenly from the 
relatively narrow inferior epigastric vein into the more dilated superior 
epigastric vein; the junction of the deep and superficial inferior epi¬ 
gastric was immediately below this point, increasing the pressure, and 
the blood pressure was still farther increased by the stasis in the portal 
vein. In the case of his second patient a venous murmur wras audible 
but not palpable immediately below' the ensiform; it was transmitted 
upward along the sternum. The cause of this lie found in the junction 
of the para-umbilical veins, or probably of the termination of the umbili¬ 
cal vein in the larger xiphoid vein, or finally of the deep left epigastric 
vein into the para-umbilical veins. These murmurs, therefore, are due 
to the blood flow iug under considerable pressure from a relatively narrow 
vein into a larger one, in which the pressure is considerably low'er; 
they are murmurs of stenosis. 
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The Surgical Treatment of Prostatic Hypertrophy.—Legueu (Annul, 
de la pnliclin. cent, de Bruxelles, 1907, vii, 19) says that perineal 
prostatectomy is less grave, but does not always cure; w'hile the supra¬ 
pubic operation is more grave, but cures completely when it does not 
prove fatal. Legueu prefers the latter, and considers it the operation of 
choice in the greater number of cases that are suitable for a prostatcc- 
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tomy. He considers, however, that the perineal operation should not 
be abandoned, but should be reserved for many cases in which it would 
be rash to attempt the high operation. The indications for the two 
operations are considered from the standpoint of the prostate and 
from that of the patient. 

On the part of the prostate the volume is most important. The 
larger the prostate and the greater the prominence in the bladder the 
stronger the indication for the high operation. The removal of a large 
gland is always difficult by the low operation, and it is often impossible 
to make it complete. The high operation is also indicated whenever 
there is an important median lobe. ()ne should reserve for this opera¬ 
tion those prostates which are frankly enucleable, that is to say, the 
adenomatous, and should leave for the perineal operation those with 
diffuse enlargement, indefinite outline, and firm consistency. By the 
perineal route piecemeal removal is more effective than by the supra¬ 
pubic. 

On the part of the patient the contra-indications are concerned with 
constitutional conditions lowering the resistance of the patient. The 
suprapubic operation, constituting a grave trauma, should be reserved 
for patients in good condition, those who are young in spite of their 
age, without, marked obesity or atheroma. Those with opposite condi¬ 
tions arc more liable to emphysema and pulmonary congestion than 
with the perineal operation. In infected patients who have or have had 
fever, the perineal operation will give dependent drainage, while the 
suprapubic operation only increases the dangers. If the genital func¬ 
tions are to be preserved the high operation should be done. The latter, 
therefore, should he performed, except in those patients with very 
small prostates, in fat subjects, and those with infections. 

Comparative Results of Perineal and Suprapubic Prostatectomy.—Pous- 
SON (Anna!, des maladies dcs organcs genito-urinaires, 1907, xxv, 241), 
after having been a warm partisan of the perineal operation, justifies 
his change, to the suprapubic in an analysis of 50 personal total prosta¬ 
tectomies, by the two routes, 28 perineal and 22 suprapubic. The 
mortality of the first group was 4 deaths (14.3 per cent.) and of the 
second 5 deaths (22.7 per cent.). 

Although the advantage as to mortality was slightly in favor of 
the perineal operation, Pousson argues for the suprapubic for several 
reasons. The anatomy of the latter is the more simple, the only obstacle 
being the peritoneal cul-de-sae, which is easily avoided. By the peri¬ 
neal route the bulb of the urethra and the. rectum arc the .structures 
most difficult to avoid. That wound of the bulb mav be grave 
Pousson has had the opportunity of proving in several eases. Opening 
the rectum is more grave, and one is never sure that it will not occur 
at the time of the operation or later from the separation of a sphacelus. 
Pousson, in his 28 perineal prostatectomies, perforated the rectum twice 
during the opera!ion, while in a third ease perforation occurred 
secondarily on the tenth day from mortification of the tissues. The last 
closed spontaneously, but the first two gave rise to permanent fistula*. 

The enucleation hv the suprapubic route has always been easy and 
rapid, while by the perineal it lias often been tedious and laborious. It is 
particularly in what Pousson calls the pelvic form of the enlargement that 
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the perineal operation is difficult. In this form the posterior superior 
angles of the gland push backward, forming two prolongations on the 
sides of the pelvic cavity. It was frequently necessary to remove the 
prostate piecemeal by the perineal operation, while by the suprapubic 
he was always able to remove it in two fragments or as a whole. 

The most frequent obstacle in the perineal operation was excess of fat. 
In such eases the suprapubic route permits a larger incision, which facili¬ 
tates the enucleation and allows the introduction of the whole hand 
into the bladder. The excessive hemorrhage which many surgeons fear 
in the suprapubic operation l’ousson has found in only two cases. Both 
required a tampon of the bladder, after the patient had been put back 
to bed, but both recovered. While the. drainage is better after the 
perineal operation, he has had very little trouble on this account in the 
suprapubic. The advantage from the standpoint of sepsis is in favor 
of the suprapubic operation. The average time for the healing of the 
wound was 5.5 weeks in the perineal operation and 4.2 in the supra¬ 
pubic. Pousson makes a large opening in the bladder, and aims to 
expose the field of operation to the eye by means of retractors and an 
electric lamp. With a metallic hood having a lateral opening to which 
is fitted a rubber tube, he has been able in several cases to drain t hrough 
the suprapubic opening for five or six da vs without a change in or 
saturation of the dressing by urine. At the end of that time he drains 
bv a catheter in the urethra. 

A Contribution to the Anatomical and Clinical Study of Cancers of the 
Prostate.—Motz and Majkwski (Anna/, dot maladies dm orgunes 
gimiio-urivaires, 1907, xxv, 101) base their study upon 00 eases, of 
which 20 were diagnosticated clinically, and 30 only after autopsy. Of 
t he 20 diagnosticated clinically, a considerable increase in volume was rare 
(2 cases), a moderate increase occurred in the great majority (17 cases), 
in 4 the gland was of normal size, and in 3 it appeared to he smaller 
than normal. The size has no relation to the gravity. Some small 
prostates showed considerable invasion of the corresponding glands and 
often enormous tumor masses along the vertebral column. The diag- 
nosis depends chiefly upon the irregularities and the hardness. Varia¬ 
tions, however, in the consistency are frequent. In some cases in which 
a vesical tumor was recognized, it was found to be only a propagation 
of a prostatic tumor which was not recognized. The urethra was in¬ 
vaded in only 7 cases (27 per cent.). In only 1 case was involvement 
of the bulb and of Cowper’s gland observed. Of 38 cases of tumor of 
the bladder one of the writers has found that two-thirds (28) were 
originally prostatic tumors, and this frequency of propagation from 
the prostate to the bladder is generally admitted. Of the writers’ 2(i 
cases diagnosticated clinically, in 20 the seminal vesicles were involved. 
'1’he lymphatic glands were invaded in nearly all cases, only 1 showing 
a negative result from this standpoint. Not a single ease was found to 
have invaded the rectum, and only 3 could be found in the literature. 
This speaks against the existence of the prostatorectal lymphatics 
claimed by some authors. In 3 eases the peritoneum was invaded. 
As to metastatic deposits the observations of the writers are not precise. 
'They found mentioned the following cases: 3 to the. liver, 2 to the pleura 
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and lung, 1 to (lie kidney, and 1 to the femur. They found 2 eases, 

not included in the 26, in which vesical cancers invaded the prostate. 

Of the writers’ 60 patients, in the great majority the first symptoms 

were those of prostatism, 8 presented complete retention as the initial 

symptom, and 38 began with the ordinary dvsuria of prostatics, and 

incomplete evacuation of the bladder. In 5 cases neuralgia appeared as 

the first symptom; in a few' hematuria was the initial symptom. In 

other eases these symptoms developed later, and were usually due 

to an associated periprostatitis. Neuralgias referred to surrounding 

regions, as lumbago, sciatica, etc., were usually due to the pressure of 

propagated masses upon surrounding nerves. The writers conclude 

that hematuria results from the propagation of the cancer to the bladder 

or posterior urethra. In 40 per cent, of their eases the duration between 

the first appearance of symptoms and the fatal termination was not 

more than six months. Early diagnosis was impossible in at least half 

of the eases. Often the cancerous process is far advanced at the time 

of the appearance of the first symptoms. There are, however, some 

cases in which rectal palpation gives the impression that the prostate 

alone is involved, and it is only in these that extirpation should be tried, 

even then only after endoscopic examination of the posterior urethra 

and bladder. Of 5 cases reported in which recurrence had not taken 

place up to the time of publication only 2 were sufficiently followed 

to be at all reliable, 1 of them for nine months and 1 for eight months. 

Up to the present they have not had a single ease of definite cure. 

The Technique of Exposure and Excision of the Cervical Sympathetic. 
—Sebtleau and Schwartz (Rev. dr chir., 1007, xxvii, 161) make their 

incision along the anterior border of the sternomastoid muscle, from 

the mastoid process to the level of the hyoid bone. The incision should 

be made rather a little back of the anterior border of the muscle in order 

not to damage the posterior lobules of the parotid gland. When the 

sheath is divided the anterior edge is grasped by forceps and carefully 

dissected from the muscle anteriorly and from the deep surface of the 

muscle. The sternomastoid is then strongly retracted posteriorly, 

making the spinal accessory nerve which lies under the sheath tense 

and slightly prominent The nerve is then liberated without difficulty 

and is in no further danger. Moreover, the sheath of the parotid is 

unopened and the gland need not be seen. One can expose the sym¬ 

pathetic either below or above the spinal accessory. The latter route is 

the more difficult, although one cannot expose fully the superior cervi¬ 

cal ganglion. In the high exposure (he sternomastoid is more adherent 

to its thickened sheath, the connective tissue is more dense and less 

supple, the bloodvessels are exposed and retracted with greater diffi¬ 

culty, and finally one must dissect close to the. transverse process of the 

atlas in the obscure depths of the vertebropharyngeal space. The 

lower operation, therefore, is better. 

’Flic deep layer of the sheath of the sternomastoid may be divided on 

a grooved director posterior to the bloodvessels which are masked bv it. 

This is done externally to the line of the anterior tubercles of the trans¬ 

verse processes of the vertebrae, on a grooved director. This is aided 

by the marked prominence in the depth of the upper part of the wound 

of the first transverse process. The vascular nervous sheath is then 
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freed by the use of ;t grooved director. < )nly the vein should be caught 

by the retractor, lest the sympathetic be masked by the other contents 

of the vascular sheath, to which it is adherent by its own thin sheath 

as it lies underneath. The sympathetic nerve is attached to the pre- 

vertebral muscles under the carotid. The nerve with its ganglion is 

sometimes replaced by a plexiform arrangement. One sees coming 

from it internally and below an important branch, the superior cardiac 

nerve. In order to disengage the head of the superior ganglion, it is 

necessary to go deeply into the cavity under the parotid gland. 

The Operative Treatment of Wryneck.—Gekdes (Zcntralh!. j. Chir., 

1907, x.xxiv, 1 1.1) says that while the total or partial extirpation of the 

contracted sternomastoid, the operation of Mikulicz, has produced 

good results in the hands of some surgeons, recurrences have occurred 

in the hands of others. Trendelenburg emphasized the defective cos¬ 

metic effect and recommended, in addit ion to I he tenotomy of the sterno¬ 

mastoid, the division of the cervical fascia. Wullstein proposed, besides 

extirpating the affected muscle, to shorten the stretched one of the oppo¬ 

site side. Other muscles than the sternomastoid are involved, as the 

scaleni, levator anguli scapuli, and the acromial portion of the trapezius. 

Next to the sternomastoid the anterior scalene is most frequently 

involved, denies describes his method of dividing the sternomastoid 

and the anterior scalene muscles. A transverse incision 5 to 6 cm. long 

is made a finger’s breadth above the clavicle, beginning over the sternal 

portion of the .sternomastoid. After dividing both origins of the muscle, 

the cervical fascia posterior to it is opened freely and the external jugular 

vein exposed. 'The omohyoid muscle is retracted upward and outward 

and the external jugular vein inward. The anterior scalene muscle 

is then exposed with the phrenic nerve lying on it and the brachial 

plexus external to it. After careful isolation of the muscle from these 

structures it is divided on an elevator or similar instrument just above 

the subclavian artery, which it covers. If necessary, by enlarging the 

wound, the scalenus medius may also be divided. The. small wound 

is packed with gauze for forty-eight hours and is then permitted to heal 

by granulation. In about four days passive and active movements are 

begun and are continued for three to six weeks. The cosmetic and 

functional effects are satisfactory even in old cases, so that in Gerties’ 

judgment this is a better operation than that of Mikulicz. 

The Pathology and Treatment of Neuralgia, Particularly by Neurosarkok- 
leisis. — Bardkmiki'F.H (Jour, dr chir. rl anna/, dr la Sor. Brlr/c 

dr chir., 1907, vii, 72) says that exceptionally medical treatment is 

followed by a cure, while the different operations, except the removal 

of the Gasserian ganglion, give only about 20 per cent, of cures and 

SO per cent, of recurrences. The affection has been ascribed to various 

causes, its tumor formation in the interior of the nerve, to changes in 

the internal coats of the .arteries of the nerve, to changes in the blood 

supplv of the nerve from vasomotor disturbances, and to disturbances 

of the venous circulation at the base of the skull. Bardenhetter also 

believes that the cause lies in disturbances in the circulation in the veins 

which accompany the nerves through the bony canids by which they 

leave the skull, the spine, and the bones of the face. In S operations 
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for saero-iliae joint disease lie observed that tlie pain did not result 

from an extension of the tuberculous process, but. simply from a passive, 

pernicious, venous hyperemia. The cure of the joint disease was 

simultaneous with the disappearance of the sciatica. In 5 eases of 

facial neuralgia he found the trunk of the nerve markedly inflamed at 

its exit from the canal. He explains this condition as follows: In conse¬ 

quence of exposure to cold, trauma, friction, alveolodental periostitis, 

etc., a peripheral perineuritic hyperemia develops up to the osseous 

canal where the stasis is arrested by the bone. Repetition of this phe¬ 

nomenon produces an attack of neuralgia from compression in the canal. 

In time the hyperemia traverses the canal to the roots of the nerve 

and the ganglion. His arguments arc as follows: Each time that he 

operated he established the existence of the venous hyperemia, the 

pain disappeared immediately after each operation, the cure lasted 

six to eight years in all cases, no damage was done to the nerve, and the 

sensation was intact afterward. 

Bardenheuer recommends a new method of treatment which he calls 

neurosarkokleisis. It consists in removing one of the walls of the bony 

canal and transposing the nerve to the soft tissues. This resulted in 

complete success in 8 cases of sciatica and 4 cases of facial neuralgia. 

A fifth case of the latter condition recurred because the lower jaw was 

broken, with a wound opening into the mouth. This wound healed 

by second intention, and, therefore, with many adhesions to the nerve, 

lie attacks the first division of the nerve at the supra-orbital foramen, 

the second division by removing the roof of the infraorbital canal in 

the floor of the orbital cavity, and the third division by removing the 

covering of the whole of the dental canal. 

A New Method of Dressing Oblique Fractures of the Leg. -Rksguin 

(Jour, cle chir. et annul, dr la Son. Beige, dr chir., 1907, vii, 78) offers 

a new apparatus for the correction of deformity and the maintenance 

of reduction in these frequently troublesome fractures. He says, 

however, that he is a frank partisan of the open operation for these 

cases and believes that a complete cure, from an anatomical and func¬ 

tional point of view, can be obtained only in this way. Unfortunately 

operation requires favorable conditions that cannot always be com¬ 

bined in a given case, such as a convenient place, proper assistance, 

appropriate material, and anesthesia. The greatest difficulty in the 

non-operative treatment is to obtain suitable reduction of the fragments, 

and the greatest factor in accomplishing this is extension. Desguin 

offers an apparatus which maintains reduction, and at the same time 

permits motion in the knee and ankle, so that the function is little dis¬ 

turbed in these joints as well as in the muscles which will not atrophy. 

It favors the circulation, thus maintaining the vitality and helping 

in the union of the broken bones. 

The apparatus consists essentially of two inferior plates, which are 

fixed to the limb below the fracture by a cuff of plaster of Paris. Two 

superior plates are similarly fixed to the limb above the fracture. Each 

inferior plate is furnished with a kind of rack fixed t ransversely and 

containing several deep notches. Each superior plate carries also a 

transverse plate, but this is perforated with four or five rectangular 

openings. These transverse plates, the upper and lower, are held 
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together by two long bolts, with nuts on each side of the leg, fitted into 

the rectangular openings of the upper plates and the corresponding 

notches of the lower. The paper is admirably illustrated with 

fifteen photographic plates. Desguin has employed the apparatus 

in three very bad cases with very satisfactory results. He does not claim, 

however, that it makes the treatment of these fractures simple, and 

believes that an open operation is easier. Any treatment of these frac¬ 

tures is difficult, as is shown bv the bad results generally obtained. 

He has simply tried to improve the non-operative treatment. 
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The Treatment of Hyperchlorhydria.—L. Furst (Wim. vied. Prcsse, 
1900, No. 20, p. 1091), in this affection advises meals of small hulk 
and of non-irritating foods; of those allowable, he mentions cocoa, 

thin and puree soups, lean meat cooked rare, fish (the lean portions 
only), stewed fruits, and various green vegetables. Condiments, sea 
food, fat meats, acid salads, and dried fruits are to he forbidden. Pota¬ 

toes, sweets, and fresh bread in small amounts may he permitted. Spark¬ 
ling, acidulated waters with a little red wine and light beer may be 
taken. By diet regulation (he excess of hydrochloric acid and the 
excessive mucus may be diminished, while the dilatation and gastric 

atony may be benefited. In connection with such a diet as that 
mentioned Furst advises the administration of alkalies to combat 
the eructations, nausea, flatulence, etc.; here, if tlie.se symptoms are 
merely transient, sodium bicarbonate is advised, but if continued treat¬ 

ment of these manifestations is necessary he prefers the alkaline mineral 
waters, such as Vichy. The waters should be taken in sufficient 
amount, about a hall'-hour after each meal. 

Hepatic Extract in Atrophic Cirrhosis.—J. Carles (Revue do thera- 

jppvtique, 1900, No. 11, p. 387.) reports the history of a patient suf¬ 
fering from atrophic cirrhosis with ascites. Upon admission to the 

hospital paracentesis was performed and about seven quarts of fluid 
was withdrawn. About seven hours later a second tapping seemed 
necessary, but hepatic extract was prescribed instead. Marked and 
rapid diuresis resulted and the general state of the patient became much 

improved. This form of treatment, according to the observers, should 


